Benign endobronchial granular cell tumor resulting in right middle lobe collapse Mehrzad Zarghouni, MD, Thomas M. Seale IV, MD, Emily Ogden, MD, Clare M. Savage, MD, and Brett W. Carter, MD Granular cell tumors (GCTs) are generally benign neoplastic tumors of neural origin that have little malignant potential. These tumors may occur in any location, including the tracheobronchial tree. Although an endobronchial location is believed to represent a small percentage of cases, GCTs should be included in the differential considerations of any endobronchial lesions leading to airway collapse.
PATIENT DESCRIPTION
A 63-year-old black woman presented with right-sided chest pain of several days' duration. Initial posteroanterior and lateral radiographs of the chest revealed partial collapse of the right middle lobe. Follow-up computed tomography (CT) of the chest demonstrated an endobronchial mass as the cause of partial right middle lobe atelectasis (Figure 1 ). CTguided fi ne needle aspiration biopsy yielded nondiagnostic tissue. Th oracotomy and resection of the right middle lobe disclosed a 5 × 3 mm lesion distal to the origin of the right middle lobe bronchus. Histologic examination showed fi ndings consistent with a benign GCT (Figure 2 ).
DISCUSSION
GCTs are rare neoplasms named for their abundance of granular and eosinophilic cytoplasm. GCTs are almost invariably benign and are believed to be neuronal in origin (1, 2) . Th ese neoplasms are typically solitary lesions found in the dermis, subcutis, submucosa, smooth muscle, or striated muscle, but they may occur anywhere. Since Feckner published the fi rst endobronchial case in 1938 (3), close to 100 cases have been reported (4) . After the esophagus, an endobronchial location represents the second most common intrathoracic site for this tumor. Although endobronchial GCTs may be asymptomatic and found incidentally at bronchoscopy, these tumors often result in hemoptysis, recurrent pneumonia, persistent atelectasis, or chronic cough. Endobronchial GCTs have a nonspecifi c appearance on imaging studies, but should be considered when cross-sectional examinations demonstrate an endobronchial mass. Th e diagnosis of GCT hinges on histologic fi ndings. Microscopically, these tumors are unencapsulated, often infi ltrating surrounding tissues. Although GCTs can be locally advanced, with some reports describing local invasion of adjacent lymph nodes, their actual metastatic potential is very low (5). Cells typically have small nuclei with granular-appearing and eosinophilic cytoplasm. Periodic acid-Schiff staining is positive and diastase resistant. When tumors are submucosal, the overlying epithelium may show squamous metaplasia (6) . Immunohistochemically, cells stain positive for S-100 and vimentin.
Treatment for endobronchial GCTs is typically dictated by symptoms and, for tracheal lesions, by invasion of the tracheal wall. For tracheal lesions, contrast-enhanced CT or magnetic resonance imaging has been suggested to detect local invasion. 
